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New Mexico Medical Board E @7 E u w E
2055 §. Pacheco Street, Building 400

Santa Fe, NM 87505 NOV 09 2015
505-476-7220
Fax: 505-476-7233 W MEDICAL BOARD
Susana Martinez Steven Weiner, MD
Governor Chair
ADDITIONAL PHYSICIAN INFORMATION LXW
Physician Name: Kumar Bhavik
Last First Middle

An asterisk (") indicates that this information will be kept confidential.

Will you be applying by endorsement? Yes[ ] No Citizenship:ysa

Immigration Status: INS Certification #: NA )
*Fed Tax ID#: Pending [] N/A *NM Tax ID#: Pending 7] N/A [J
*Fed. Drug Enforcement Admin. (DEA) Registration #_ Exp. Date: 12/31/2015ending (] N/A [
*State Controlled Substance Registration (CSR)# State: Exp. Date: Pending (] N/A [
*Medicare Unique Physician Identification Number (UPIN): Pending [] N/A
*State Medicaid Provider Number:; State: Pending [] N/A

PRACTICE INFORMATION - Please list all applicable practice information below.

Current Practice Name: Whole Woman's Health
Street Address: 4025 EAST SOUTHCROSS BLVD. BLDG 5, STE 30

City: San Antonio State: TX  Zip Code: 78002
Telephone Number:21p-549-4084 Facsimile Number:
*Office Manager or Contact Person: Marva Sadlet Practice Limited to (clinical specialty):

Forelgn Languages (spoken fluently by practitioner): spanish
Foreign Languages (spoken fluently at Practice):
What are your Immediate or future Practice Plans In New Mexico?

Practice Associates in NM (if applicable):Linda Prine
Call Coverage in NM (if applicable):

Other Practice Locations {if applicable):

Other Practice Name:

Street Address:

City: State: Zip Code:
Telephone Number: Facsimile Number:

Answering Service: Effective Date:

Applicant Name:

New Mexico Medical Board websita: www.nmmb state nmus Uniform Application Addendum 1
Last revised July 2015 @-mail. nmbme@lstate.nm.us Page 10f4



PROFESSIONAL REFERENCES - Please list three professional peers familiar with your professional performance in the
past b years (not including current or impending partners or associates in practice).

(1) Name and Tile:Mary Duggan, MD

Street Address: 3544 Jerome Ave

City: Bronx State: V7 Zip Code: 19467
Telephone Number:718 933 2400 Facsimile Number:718.515.5416

(2) Name and Title: parji Gold, MD

Street Address: 3544 Jerome Ave
City: Bronx State: NY  Zip Code: 10467
Telephane Number:718 933 2400 Facsimile Number:718.515.5416

(3) Name and Title: Tara Stein

Street Address:3544 Jerome Ave

City: Bronx State: NY  Zip Code: 10467
Telephone Number:;4g 933 2400 Facsimile Number: 7,5 5155415
SPECIALTY BOARD CERTIFICATIONS [ /A Are you Board Certified? Yes []No

Note: If you are not Board cerlified by a Board recognized by the American Board of Medical Specialties, the American
Osteopathic Association, the National Commission on Certification of Physician Assistants, the American Nurses'
Credentialing Center, or the National Certificalion Commission, or accepled for examination in your specialty, please give
a brief explanation on an attached sheet.

Certified/Recertified by the: American Board of Family Medicine

Date Certified: 06/2013 Date Last Recertified: Exp. Date: 2023
Certified/Recertified by the:

Date Certified: Date Last Recertified: Exp. Date:

Accepted for Examination by the:

Until (expiration date): If not accepted, have you made application? [] Yes [J No

Certified/Recertified by the Subspecialty Board of:

Date Certified: Date Last Recertified: Exp. Date:
Certified/Recertified by the Subspecialty Board of:

Date Certified: Date Last Recertified: Exp. Date:

Accepted for Examination by the Subspecialty Board of:

Until (expiration date): If not accepted, have you made application? [J Yes [[] No

PROFESSIONAL LIABILITY INSURANCE*

Do you have current liability insurance? [f]Yes [JNo [JPending I Current Carrier: _andmark American Insuranc

Complete address: Care of Marsh & McLennan Agency LLC, One Executive Drive, Somerset NJ, 08873

Dates Insured - Coverage Limits:
From: 12/172014 T0:9/15/2016

Applicant Name:

New Mexico Medical Board website: www.nmmb.state.nm.us Uniform Application Addendum 1
Last revised July 2015 e-mal: nmbme@state.nm.us Page 2 of 4
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Uniform Application for Physician Licensure

UA Username Bkumar3201

FCVS Status

No FCVS Packet

Date Submitted 8/18/2015

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not us ng
FCVS, you must submit a copy of the legal document {marriage certificate, divorce decree, etc ) supporting your name

change.

Last Name Ki
First Name B
Middle Name

Suffix

Maiden Name

All other names used

M.D. D.

1. Full Name {use no initials)

umar

havik

o []

First Middle

—
)
N
|~

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state's law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access™ address on their website, therefore you
should cansider what your preferred address is for these purposes.

2. Address/Phone

Business

Public Access
D Mailing

Home
D Public Access

k] maiting

Street 3900 Lohman Ave
SteB
City Las Cruces State/Province
Country USA
Telephone 5755223122
Fax
Email drkumar@wholewomanshealth.com
Alternate Phone

Streot

City tate/Province
Country
Telephona
Fax
Email drkumar@wholewomanshealth.com

Alternate Phone

88011

NM Zip Code

X ZipCode 78701

Applicant Name:
Submission Type: FSMB

Bhavik Kumar

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 1 of 9




3. ldentification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
netarized copy of your current, valid passport.

-1985 London United Kingdom

3. Identification

Date of Birth Birth City Birth State/Province Birth Country
{mm/dd/yyyy)
Gender  Social Security Number NP Are you a U.S. Citizen? Yes |:| No

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank {42 U.S.C. Sections 1320a-
7e(b), § U.5.C. Section 552a, and 45 C.F.R. pt. 61} and for accurate identification under the federal and state chiid support enforcement law (42

U 5 C. Section 666 and applicable state law) It may also be used for reporting to the Natienal Practitioner Data Bank {42 U.S.C. Section 11101 and
45 C.F.R. pt. 60} and for other investigativefenforcement purposes in compliance wilh state laws governing physician discipline or as otherwise
required by state or federal law.

The Nationa! Provider Identifier {NPI) iz a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard  For more
information on the NP, please go to http:/Awww.cms hhs.goviNationa!ProvidentStand

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached "Medical Education Verification™ form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical Schoot

1 School Name Texas Tech University Health Sciences Center School of Medicin
Addrass 3601 4th Street

Clity Lubbock
State/Province TX
ZIP Code 79430
Country USA
Attendance Dates From (mmiyyyy} 07/2006 To {(mmiyyyy) 06/2010
Graduation Date 6/1/2010
Degres DM

Applicant Name:  Bhavik Kumar Uniform Application for Physician State Licensure
Submission Typs: FSMB © 2008 Federation of State Medical Boards
Page 2 of 9



5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
diractly to this Board.

5. Fifth Pathway {if applicable)

Medical School Namea
Address

City
State/Province
ZIP Code
Country
Attendance Dates From {mmiyyyy) To (mmlyyyy) In Progress
Graduation Date
Dagree

Institution name where rotations performed

Address
City
State/Province
ZIP Code
Country
Rotation Dates From (mmiyyyy) To (mmlyyyy) In Progress
Certification Date
Applicant Namg:  Bhavik Kumar Uniform Application for Physician State Licensure
Submission Type: FSMB © 2008 Federation of State Medical Boards

Page 3of 9



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached *Postgraduate
Training Verification™ form and send it to all postgraduate training programs you have attended, You must submit a copy
of your certificate of program completion to this Board. The postgraduate program must forward all documentation directly

to this Board.

6. Postgraduate Training

1 Hospital Name Montefiore Medical Center
Hospital Address 111 E 210th Streat

City Bronx
State/Province New York
ZiP Code 10467
Country USA

PGY: (e.g., 1, 2, 3, etc.) E’ Internship EI Residency D Fellowshlp

Department/Specialty Family & Social Medicing

From: 07 12010 To: 06 12013 Successfully Completed?

Month Year Month Year

2 Hospltal Name Albert Einstein COM
Hospltal Address 3544 Jerome Ave

City Bronx
State/Province New York
ZIP Code 15467

Country

PGY: {o.g., 1, 2, 3, etc.) D Internship D Residency E Fellowship

Dapartment/Speclalty Family & Social Medicine/Family Planning

From: 07 12013 To: 07 2015 Successfully Completed?

Month Year Month Year

D Research D Other

E'res |:|No In Progress D

D Research I___l Other

E Yas DNc In Prograss D

Applicant Name:  Bhavik Kumar
Submission Type: FSMB

Uniform Application for Physician State Licensure
@ 2008 Federation of State Medical Boards
Page 4 of 9



7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination

entity and having a certified transcript of your scores sent directly to this Board,

7. Examination History

Examination

USMLE Step 1
USMLE Step 2
USMLE Step2 CS
USMLE Step 3

State  Most Recent Date taken{Month/Year)

06/2008
07,2009
07/2009
112011

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separale sheet with your application and include all the information below

Passed (P) or Failed (F) Number of attempts
P Clr 1
P OrF 1
P Clr 1
p Or 1

Applicant Name:  Bhavik Kumar
Submission Type: FSMB

Uniform Application for Physician State Licensure
© 2008 Federation of Stale Medical Boards
Page 50of9




8, ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having

a certified “Stalus Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg org.

8. ECFMG (if applicable)

Certificate Number

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medicaliosteopathic ficense. You must also complete the attached "Licensure Verification” form (Form
#1} and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to determine their requirements.

9. State Licensure

1  State/Province NY Practitioner Type

{MD, DO, ete.)

License Number 255339 Status

Practitioner Type
{MD, DO, etc.)

2 StateiProvince TX

Licensa Number Q2321 Status

MD

Active

MD

Active

Typeof License  Full License

{Full, Temporary, etc.)

Issue Date  3/22/2013

Type of License  Full License

{Full, Temporary, etc.)

Issue Date  11/7/2014

Applicant Name:  Bhavik Kumar
Submisslon Type: FSMB

Uniform Application for Physician State Licensure
® 2008 Federation of Stale Medical Boards

Page 6 of 9




10. Chronology of Activities: List ALL activities (medical, non-medical, and postgraduate training) in chronological order
beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time, you MUST
state on the form exactly what your activities were, such as "vacation” or "seeking employment,” as well as your permanent
address. |f you worked for a physician-staffing group or did locum tenens, you must list all facilities where you worked and

include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working ime spent in clinical administrative duties.

Dates: FromiTo

1

10. Chronolagy of Activities

Practice/Employment

Practice/Employment Name Montefiore Medical Center
(or list non-working time as indicated above)

From: Practice/Employment Address 111 E 210th Street
Month: 07
Year: 2010
To: City Bronx
) State/Province New York
Month: 06 ZIP Code 10467 Country USA
Year: 2013 Position and Department Resident-Family & Social Medicine
InProgress [ ] | PercentClinicat:  90% Percent Administrative:  10%

O ]

Employment Staff Privileges Affiliation I:I

Other

2

From:
Month: 07
Year. 2013

To:
Month: 07
Year: 2013
In Progress

O

Dates: FromiTo Practice/Employment

Practice/Employment Name
(or list non-warking lime as indicated above)

Practice/Employment Address

City
State/Province
ZIP Code

Posltion and Department
0%

O

Country

Percent Adminlstrative: 0%

O

Parcent Clinical:

Employment Staff Privileges Afflliatlon D

Other

Dates: From/To

3

From:
Month: 07
Year. 2013

To:
Month: 07
Year. 2015
In Progress

a

Practice/Employment

Practice/Employment Name Albert Einstein COM
(or list non-warking time as ind.cated abova)

Practice/Employment Address 3544 Jerome Ave
2nd Floor
City Bronx
State/Province New York
ZIP Code 10467 Country USA
Position and Department Fellow-Family and Social Medicine

40%

O

Percent Administrative: 60%

[1  aiiation [

Percent Clinical:

Employment Staff Privileges

Other

Applicant Name:
Submission Type:

Bhavik Kumar
FSMB

Uniform Application for Physician State Licensure
© 2008 Federation of Stale Medical Boards
Page 7 of &



Dates: From/To

4

From:

Month: 07

Year: 2015
To:

Month:
Year;

In Progress E

Practice/Employment

Practice/Employment Name Whote Woman's Health
(or list non-working time as indicated above)
Practice/Employment Address 4025 East Southcross BLVD

Bidg. 5, Ste. 30
City San Antonio
State/Province Texas
ZIP Code 78222 Country USA
Position and Department Attending physician-Clinical care
Percent Clinical:  100% Percent Administrative: 0%

Employment EI Staff Privileges D

Affiliation  []

Other

Applicant Name:
Submission Type: FSMB

Bhavik Kumar

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page B of 9



11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved:

In which state did the action take place? Case number (if applicable)

Which court?
(f private compromise or settled before initiation of civil action, state here)

Current status of claim:

D Open (pending) D Closed (setiled or judgment) D Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event pracipitating ¢laim:
Month and year of lawsuit:
Insurance carrler at time:

What Isfor was your status? D Primary defendant D Co-defendant D Other

Please provida specifics in referonca to the adverse event Including the allegations and your role in the evant:

Applicant Name:  Bhavik Kumar Uniform Application for Physician Stale Licensure
Submission Type: FSMB © 2008 Federation of State Medical Boards
Page 9 of 9



Federarion af
STATEES
MEDICAL
BOARDS

Federation of State Medical Boards
UA Summary of Reported Board Actions

Physician Identification

Name:

Alternate Names:
DOB:

Medical School:

Year of Graduation:

Bhavik Kumar

1985

Texas Tech University Health Sciences Center School of Medicine

2010

Summary of Reported Board Actions

No Reportable Board Actions Found

PLEASE NOTE: For more information regarding the above information, please contact the reporting state board or reporting agency. The information
contained in this report was supplied voluntarily by the respective state medical boards and other reporting agencies. The Federation makes no

representations or warranties, either exprass or implied, as to the accuracy of such information and assumes no responsibility for any errors or

omissions contained therein

Reportable Actions as of UA Submission Dale :

UA Submission ID :
UA User Name :

08/18/2015
91,055
Bkumar3201

Page 10f 1



Ecderarlon of Federation of State Medical Boards

As/;[!'SAl.)rIEC UA Licensure History
304 S

Physician Identification

Name: Bhavik Kumnar
Alternate Names:

DOB: o

Medical School: Texas Tech University Health Sciences Center Schoo! of Medicine

Year of Graduation: 2010

Licensure History

State Board/Licensing Entity License Number Issue Date Expiration Date
Texas Medical Board 02321 11/07/2014 11/30/2015
New York State Board for Medicine 269339 03/22/2013 12/31/2016
Texas Medical Board BF10045440 03/20/2013 04/08/2013
Texas Medical Board 44193

PLEASE NOTE: For more information regarding the above data, please contact the reporting state board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and other reporting agencies. The Federation makes no representations
or warranties, either express or implied. as to the accuracy, completeness or timeliness of such information and assumes no respansibility for any
emors or omissions contained therein. Additionally, the information provided in this profile may not be distributed, modified or reproduced in whole or

Licensure History as of UA Submission Date: 08/18/2015 Page 1 0of 1
UA Submission ID: 91055
UA User Name: Bkumar3201



PROFESSIONAL PRACTICE QUESTIONS ~ Please answer all of the following Yes or No questions. If you answer YES
to any question, please give details including name, address, and telephone number of significant parties on a separate
sheet of paper.

1. | Has your professional liability coverage ever been terminated by action of the insurance | Yes L] No
company except as a result of the company ceasing to offer insurance lo physicians?
2. | Have you ever been denied professional liability insurance coverage? Yes| | No
3. [ Has your professional liability carrier ever excluded any specific procedures from your | Yes ] No
coverage?
4. | Have you ever been denied membership or renewal thereof, or been subject to disciplinary | Yes ] No
action in any professional organization?
5. | Have you ever been excluded from or sanctioned by Medicare and/or Medicaid? Yes[] No [ |
6. | Have you ever been arrested? If so explain the circumstance, regardless of the outcome (ie. [ Yes[J NolZ] |
expunged, dismissed, sealed, vacated).
7. | Have you ever been named as a defendant in any criminal proceedings? Yes[{_] No
8. | Have you ever been subject to investigation by a governmental entity or Board that either | Yes ] No
could have resulted or did result in licensure sanction or other adverse actlions, irrespective of
the outcome?
9. | Have you ever been named in any formal requests for corrective actions filed by any | Yes ) No
healthcare entity where you have had an appointment (a request which could resuit in either
formal or informal proceedings).
10. | a. Have your privileges at any healthcare entity ever been voluntarily or involurtarily [ Yes ] No
suspended, restricted, diminished, revoked, surrendered, or not renewed, except for medical
records delinquency?
b. Have you ever agreed not to exercise your clinical privileges while under investigation? Yes [] No
11. | Have you ever resigned from a healthcare entity to avoid modification, suspension, or | Yes ] No
termination of privileges, or while under invesligation?
12. | a. Has your applicalion for licensure or license to praclice in any jurisdiction ever been | Yes [J Neo
investigated, voluntarily or involuntarily limited, suspended, revoked, surrendered or denied?
b. Are any currently held licenses pending investigation or being challenged? Yes [] No
13. | Have you ever been nolified to appear before any licensing agency for a hearing or complaint | Yes ] No
of any nature?
14. | Has your federal or state narcotics registration certificale in any jurisdiction ever been | Yes [J No
voluntarily or involuntarily limited (stipulations), suspended, revoked, restricled, or are there
currently challenges to any of these items?
15. | Have you ever been involved in a setllement, medical malpractice claim or suit, or have you | Yes _| No
ever received wrilten notice of intent to file such a suit? If yes, complete the Malpractice
Liability Claims Information page in the online UA. Include the following information in
the specifics area:
e Name, age, sex of patient/claimant.
¢ Nalure of allegations in claims/suits. Specify whether a suit was ever filed.
* Names of other practitioners and hospital, if any, involved in claims or suit.
* Name of defense attorney.
Applicant Name: ___
New Mexico Medical Board website. www.nmmb.stale.nm us Uniform Application Addendum 1
Last revised July 2015 g-mail: nmbme@state.nm us Page 3of 4



16. | Have you ever been reporied to the National Practitioner Data Bank? Yes ] No
17. | a. Are you now, or were you in the past, addicted to, abusive of, or in treatment for abuse of | Yes [J No
any controlled substances, habit-forming drugs, illegal drugs, prescription medication or
alcohol?
b. Are you being treated with opiates for chronic pain? If yes, please provide to the Board | Yes 0 No
upon application a current evaluation from your treating pain provider (MD or DOJ).
18. | In the five (5) years prior to this application, have you had any physical injury or disease, or [ Yes _] No [Z)
mental illness or impairment, which you are currently under treatment for or could reasonably
be expected to affect your on-going ability to practice medicine safely and competently? If
yes, please have your treating physician send the NM Medical Board a letter regarding
your diagnosis and treatment.
19. | Have you ever, for any reason:
a. Resigned from a medical school or postgraduate training (PGT) program? Yes[J No
b. Withdrawn from a medical school or postgraduate training program? Yes[] No
c. Been suspended, dismissed, or expelled from a medical school or PGT program? Yes[] No
d. Been placed on probation or remediation, including academic probation or remediation, | Yes O Neld
by a medical school or PGT program?
e. Taken a leave of absence or break from, or had any interruptions or extensions in, a | Yes O No
medical school or PGT program for any personal or professional reason {including illness or
disability, pregnancy or maternity, any academic issue, etc)?
20. | I attest that | will limit my practice to areas in which | am competent to practice. Yes No [_]
If you answer YES to any question except for Question 20,
please give details including name, address, and telephone number
of significant parties on a separate sheet of paper.
Applicant Name:
New Mexico Medical Board website: www.nmmb.state.nm.us Uniform Application Addendum 1
Las! revised July 2015 e-mail. nmbme@state.nm us Paga 4 of 4



UA

UNIFORM APPLICATION
FOR PHYSICIAN
STATE LICENSURE

E@EllnwE

SEP 2 8 2015

sufe, NOT to FCYS/FSMB.

Affidavit and Authorization for Releas

Applicant: Follow the instructions in the left sidebar.
Send this to the state board you are applying to for li

Applicant:

This is a separate form
from the FCVS
affidavit and release.

If you are using FCVS,
you must complete
hath FOVS and 114
affidavits. Send the
FCVS affidavit to FCVS.

Sign this form with
attached photo in the
presence of a notary
public,

Send this notarized
affidavit to the board
you are applying to for
licensure. See

http: / /www.fsmb.org/
policy/contacts for a
directory of state

P Py S
mguiLdl udi i,

DO NOT SEND THIS
FORM TO FCVS/FSMB.
Daing so will delay
your licensure process.

NV MEDTCAT BOARD
I. the undersigned. being duly swom. hereby certify under oath that t am LlF"oPNﬂ'H‘ named in this

application, that all stalements | have made or shall make with respect thereto are true, that | am the original
and lawful possessor of and person named in the various forms and credentials furnished or to be furnished
with respect to my application, and that all documents, forms, or copies thereof fumished or to be furnished
with respect to my application are strictly true in every aspect.

| acknowledge thal | have read and understand the Uniform Application for Physician Slate Licensure and
have answered all questions contained in the application truthfully and completely. | further acknowledge
that failure on my part to answer questions fruthfully and completely may lead to my being prosecuted under
appropriate federal and state laws.

| authorize and request every person, hospital, clinic, govemment agency (local, state, federal, or foreign),
court, association, institution, or law enforcement agency having custody or control of any documents,
records, and other information pertaining lo me to furnish lo the Board any such information, including
documents, records regarding charges or complaints filed against me, formal or informal, pending or closed,
or any other pertinent data, and to permit the Board or any of its agents or representatives to inspect and
make copies of such documents, records, and other information in connection with this application.

I hereby release, discharge, and exonerate the Board, ils agenls or representatives, and any person,
hospilal, clinic, govemment agency (local, stale, federal, or foreign), court, association, institution, or law
enforcement agency having custody or conirol of any documents, records, and other information periaining
to me of any and all liability of every nature and kind arising out of investigation made by the Board.

I will immediately notify the Board in writing of any changes to the answers to any of the questions contained
in this application if such a change occurs at any time prior to a license {o praclice medicine being granted to
me by the Board.

| understand my failure to answer questions contained in this application truthfully and completely may lead
to denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

Applicanl’s signalure (must be signed in the presence of a notary)

A-p-hplicanl's printed last name

PHAvT

Applicant’s printed first name, middle inilial, and suffix (e g., Jr.)

O'lh“lllou'

Date of signature {must correspond lo date of nolarization)

Sitale of _Tm@ S

Notary

. County of E ‘ l{ (Qﬁ*

| certify that on the date sel forth betow, the individual named above did appear personally before me and that | did identify this applicant by: (a)
comparing hisfher physical appearance with the pholograph on the identifying document presented by the applicant and with the photograph
affixed herelo, and (b) comparing the applicant’s signature made in my presence on this form with the signature on histher identifying

document.

The statemenis on this docum

Notary Public Signatur

nt a@ubscnbed and sworn to before me by the applicant en this | q day of %ep\'esnt’_)@r 20 1‘5'

My Notary Commission Exp ras: ! EL s flg ‘al')k l

AMOS
Notary Publlc. Stote of Texos
My Commission Ex

Uniform Application for Physician State Licensure

112U14

Send this notanzed torm to the Board you are appiying 1o for icensure



AvAE  AMA Physician Profile

PREPARED FOR
New Mexico Medical Board, Santa Fe, NM

Name and Mailing Address Primary Office Address
BHAVIK KUMAR SAME AS MAILING ADDRESS
MONTEFIORE MED CTR
DEPT OF FAMILY MED
3544 JEROME AVE
BRONX, NY 10467-1005
Phone UNKNOWN

Birth date -1985
Physician's major professional activity NOT CLASSIFIED
Self-designated practice specialty FAMILY MEDICINE (primary)

UNSPECIFIED (secondary)

Self-designated practice specialties (SDPS) listed on the AMA Physician Profile do not imply recognition or endorsement of
any field of medical practice by the Association nor does it imply verification by a member board of the American Board of
Medical Specialties (ABMS) or that the physician has been trained or has special competence to practice the SDPS.

AMA membership status NON MEMBER

All information from this point forward is provided by the primary source

Current and/or historical NPI information

National Provider Enumeration Date Deactivation Date Reactivation Date Replacement Last Reported
Identifier (NPI) Number Date
1003197641 09/08/2011 NOT RPTD NOT RPTD NOT RPTD 10/17/2015

Current and/or historical medical school
TEXAS TECH UNIVERSITY HEALTH SCIENCE CENTER SCHOOL OF MEDICINE
Degree Awarded: YES

AMA files checked AMA Physician Profile for Bhavik Kumar, MD Page | of 4

11/13/2045 09:20:31
©2015 by the American Medical Association



AMA%

Degree Year: 2010

Current and/or historical post graduate medical training programs accredited by the Accreditation
Council for Graduate Medical Education (ACGME)

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the
program atiended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for
reporting. Future training daies, as reported by the program, should be interpreted as "in progress” or "current” with the
projected date of completion.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician
Masterfile only upon verification by the program. US licensing authorities accept graduate medical education from both
entities as equivalent to training performed in a US program accredited by ACGME,

If a segment below is indicated as "being re-verified”, it typically means that the physician is a current resident and the AMA
is confirming with the residency program that the physician is stifl enrolled - this standard process occurs on an anmnnal
basis.

Sponsoring Institution: ALBERT EINSTEIN COLLEGE OF MEDICINE OF YESHIVA UNIVERSITY
Sponsoring State: NEW YORK

Program name: ALBERT EINSTEIN COLLEGE OF MEDICINE PROGRAM

Specialty: FAMILY MEDICINE

Dates: 7/2010 - 7/2013 (Verified)

Specialty Board Certification

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported by
the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an NCOA-
approved source for verification of medical school, posigraduate medical training, ABMS Board certification, and Federal
DEA registration.

Certifying board:  AMERICAN BOARD OF FAMILY MEDICINE
Certificate: FAMILY MEDICINE
Certificate type: GENERAL

AMA files checked AMA Physician Profile for Bhavik Kumar, MD Page 2 of 4
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Duration Effective Date Expiration Reverification Occurrence  Last Reported Participation
Date Date Date Status
moct 07/01/2013  n/a 02/15/2016  INITIAL 09/03/2015 Y

For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please
conltact the appropriate specialty board directly for this information, (**} Indicates an expired certificate,

+The above certifying board has implemented standards which specify that the board certification is contingent upon
meeting ongoing requirements of Maintenance of Certification (MOC). Only certificates issued by a MOC participating
board will reflect a reverification date.

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of
Medical Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All right reserved.

Current and/or historical medical licensure

Jurisdiction MD /DO Date Granted  Expiration Date Status License Type Last Reported
New York MD 03/22/2013 12/31/2016 ACTIVE UNLIMITED 10/26/2015
Texas MD 11/07/2014 11/30/2015 ACTIVE UNLIMITED 11/03/2015
Texas MD 03/20/2013 04/08/2013 UNKNOWN RESIDENT  05/02/2013

Action Notifications

To date, there have been no actions reported to the AMA by any US state licensing agency.

To date, there have been no Medicare/Medicaid sanctions reported to the AMA by the Department of Health and
Human Services.

To date, there have been no federal sanctions reported to the AMA by any branch of the US military, the
Veteran's Administration or the US Department of Justice.

U.S. Drug Enforcement Administration (DEA)

DEA number Schedule Expiration Date ~ Last Reported Date Address

None Reporied

Only the last three characters of active DEA numbers are displayed

AMA files checked AMA Physician Profile for Bhavik Kumar, MD Page 3 of 4
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AMERICAN MEDICA
ALGBDCIAT OH

Many states require their own controlled substances registration/license. Please check with your state licensing authority for
requirement information as the AMA does not maintain this information,

ECFMG Certfication

Applicant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG sratus, contact the ECFMG Certification Verification Service online

at hips:evsonline2 ecfimg.org/

Profile Information

The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate
use of the data contained in the AMA Physician Masterfile meets selected primary source verification
requirements of the Joint Commission, the Accreditation Association for Ambulatory Health Care (AAAHC) and
the American Accreditation Health Care Commission{AAHCC)/Utilization Review Accreditation Commission
{(URAC). The AMA Physician Masterfile is also an NCQA-approved source for verification of medical school,
post-graduate medical training, ABMS Board Certification and federal DEA registration.

If any of the data in this Profile is believed to be incorrect, please log in to your account on our profiles website,
go to the profile manager tab, find the provider for whom you think we have inaccurate information and click on
the "Report" button in the "Report a Discrepancy” column. Enter any of the information that you feel needs to

be researched. The AMA will contact the primary source of the data to determine which data is correct. We will
notify you of the outcome of our research. If any changes are made to the profile we will update the link in profile
manager for this provider so that you can access the new, updated information.

If you have any questions or need additional information about the AMA Physician Profile Service, please call
(800) 665-2882.
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DATA CENTER

Federation of
STATEEA
MEDICAL
BOARDS

PRACTITICNER PROFILE

Prepared for:

New Mexico Medical Board

As of Date:11/13/2015

PRACTITIONER INFORMATION
Name:

Bhavik Kumar

DOB: I 10c5

Texas Tech University Health Sciences Center School of Medicine
Lubbock, Texas, UNITED STATES

Medical School;

Year of Grad: 2010
Degree Type: MD
BOARD ACTIONS

To date, there have been no actions repo

rted {o the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date
NEW YORK 269339 3/22/2013
TEXAS 44193

TEXAS BP 10045440 3/20/2013
TEXAS Q2321 11/7/2014

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099

© 2014 FEDERATION OF STATE MEDICAL BOARDS

Expiration Date
12/31/2016

4/8/2013
11/30/2015

Last Updated

11/4/2015
11/2/2015
14/2/2015
11/2/2015

Page 1 of 2



Federation of

STATEEN
P D PHYSICIAN MEDICAL
DATA CENTER BOARDS
PRACTITIONER PROFILE
Prepared for: New Mexico Medical Board As of Date:11/13/2015
Practitioner Name: Bhavik Kumar
ABMS® CERTIFICATION HISTORY
Certifying Board: American Board of Family Medicine
Certificate: Family Practice
Certification Type: General
Certification Status: Certified
Meeting MOC Requirements: Yes
Effective Expiraticn Reverification Occurrence Last
Status Duration Date Date Date Reported
Active MOC 07/01/2013 02/15/2016 Initial 10/29/2015

The presence and display of ABMS certification dala in no way constitutes any affiliation, association with or endorsemeni of any
adverlising, promotion or sponsorship by ABMS, its Member Boards and the Board Cerfified Physicians listed in this diractory.
ABMS disclaims any responsibility or affiliation for other dala that is provided in the directory that is not ABMS sourced
information.

This Information Is proprielary data maintained in a copyrighled database compilalion owned by the American Board of Medical
Speciatiles (ABMS). Copyright 2014 American Board of Medical Speciallies. All ights reserved.

PLEASE NOTE. For more information regarding the above data, please conltact the reporting board or reporting agency. The information
contained in this report was supplied by the respective stale medical boards and other reporling agencies. The Federation makes no

rapresentalions or warranties, either express or implied, as to the accuracy, compleleness or imeliness of such information and assumes no

responsibilily for any errors or omissions conltained therein. Additionally, the information provided in this profile may not be distributed,
maodified or reproduced in whole or in part without the prior written consent of the Federation of State Medical Boards.

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(317)868 4000 | FAX (817)368 4099 _
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'© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2

L —

1

|



- . THE UNIVERSITY OF THE STATE OF NEW YORK
i THE STATE EDUCATION DEFARTMENT L:)(X\
DIVISION OF PROFESSIONAL LICENSING SERVICES
89 WASHINGTON AVENUE
ALLBANY, NEW YORK 12234

This is to certify that according to the records of the Division of
Professional Licensing Services, New York State Education Department
Albany, New York, KUMAR BHAVIK

was issued license/certificate number 269339 for the practice of

MEDICINE on 03/22/13.
E@E!\V/

! 0CT 16 2015 (

Qur records also indicate the fellowing information:
Date of birth: 01/1%/85

School attended: TEXAS TECH UNIVERSITY

Date of graduation: 05/22/10

Degree earned: MD

NﬂMEDmLLBOARD
Program was acceptable in accordance with the NYS Regulations

of the Commissioner of Education. Requirements met at the

time of licensure.

Basis of licensure:
DATE FLEX1 NBME1 USML1 NBME2Z FLEX2 USMLZ2 NBME3 USML3 QOTHER
11/11 00082 OQ0STX
07/09 00095
06/08 00091

EXMS TAKEN=03
A license is valid during the life of the holder unless revocked,

annulled or suspended by the Board of Regents. A licensee must reg-
ister periodically with this Department to practice in this state.

Currently Registered: YES Reg period ends: 12/31/16
Address: 360 E 183RD ST BRONX NY 10458-0000

Disciplinary information: No charges have been preferred against
this licensee
Comments:

I, Cathy Hanczaryk, Principal Clerk, Division of Professional
Licensing Services of the New York State Education Department, do
hereby state that as Principal Clerk of said Division, I have legal
custody of the official records of the Division of Professional
Licensing Services and to the best of my knowledge, the aforesaid

information is true and correct.

Principal Clerk

SEAL




f i ___:":', 2
New Mexico Medical Board ' i \W E ﬂ.'
2055 8. Pacheco St. :.[
Building 400 : 0
Santa Fe, NM 87505 U |J| EP 03 2015 IJ
(505} 476-7220 | T

M.'\-":Il hl} = L BOARD

WORK EXPERIENCE VERIFICATION

I am applving for a medical license in the State of New Mexico, The New Mexico Medical Board requires this form to be
completed by the Chief of Staff or facility's administrative staff. | hereby authorize release of all information in your files,

favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St., Bidg. 400, Santg Fe, NM 87505.
%\Nj\q v K\AYV\:\.( %\/\—j’\,

Applicant Signajure

The section below should be completed by the chief of staff or facility’s administrative staff.
Letters of Recommendation are NOT accepted in lieu of this form.

Marvs AL Saniee

or Print Name of person uompl Ing 1

et ﬁm:’wl Srﬂ‘m&és

\A.Zl,)_g{g:_hfcmﬁn [ealth ok 3@ nton s o

_QﬁLLuﬂ_}mrr os  Blud ﬂgp_L_;La Jo
Qn}anm [+ vas [§228

City
1. This ewvaluation is based on: ﬁbsemation of applicant ___Review of personnel file
2. Inyour estimation, is there any reason why this applicant should not be licensed to practice? __Yes No
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? __ Yes g)do
4. Toyour knowledge, is there any derogatory/disciplinary information regarding this applicant? 74Yes ¥ No
5. Are the dates of privilege/femployment provided by the applicant on this form accurate?* Yes __ No
*If not, please provide correct dates: Beginning Ending

If you answered "YES" to questions 2, 3, and/or 4, please provide a written explanation andfor any supporting
documentation that may be relevant.

dekz@ A/M,u

Prindudd e of poran comnleting this lorm

Signature of Notary (if apphcable) | Yate

Pleuse allix hosputal or

trownry seid here My commission expires o o

on this form M thars s no Gasnial ar nofame 222
5 POHD DOERTY 222

Please roturn this form drrectlg fa the address above
Thank you for your cooperation

New Mexico Medical Board wabsits. www.nmmb state nm us Undform Application Addendum 3
| act mviesd loly 2015 a-mail nmhmafstata nm e Pane 1 nf1
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T ]:- A‘_ UNIFORM APPLICATION Medical School Verification (UA Form #2) HSC -8
WSS L FOR PRATAILIAN SRFA
STATE LICENSURE Applicant: Complete this form as instructed in the left sidebar.
Dean or Designated Med School Official: Complete as instructed in the left sidebar.
Applicant: Section 1: Applicant Information D E @ E ” w E n

This form is not
needed if you are
using FCVS for
credentials
verification.

Complete Section 1

and &l in vnnr nome
at the top of page 2.
Type or print legibly.

Send this form and a
copy of your medical
school diploma to the
current Dean of your

S o ]

O riisripcat e ¥

Copy this form for
multiple schools.

Use the medicatl board
directory located at
http: / fwww._fsmb.org/

policy/contacts Lo

ensure you list the
correct name/address.

Last : \Quw( am?.s.zmﬁﬁ £l
ast name N eep . u ]{

First nama: %\g\u:n\’. U “ IJ
NM MEDICAL BOARD

—_—

Middle name:

e Rt iteissret i alols Ballaliatet ol s lire gutetal
FALAT I 18 M IR T T 8 A e v

Name of medical scheool:

\g}L hS T(C\A Msc
Date of birth: __ l wla < Social Security number': U763%21% ¢/

*The social secunly number is 1o be used for purpases of identification only and may not be used for any other reason.

Waiver for Release of Informatlon: I.;uihonié the medical schoo! listed” above 1o provide any and all
information pertaining to my medical education at that institution to the Board listed below. | request that the
Dean or a designated official complete Section 2 of this form and seal the copy of my diploma (attached),
then return this form, the sealed diploma copy, and a copy of my official iranscripls to the Board listed below
at the given address.

Board name: Nevws Moy ico ANAT ) _O:v O“I‘J
Mailing address: _2.0S5_ §.. S Rechoco Q:Al-(‘.o/} EMQ . fyﬂ o
CityiStaterzip:  Sanke X | YoA__B#o5

Date- G"/ :rl/,' r

Dean or Designated
Official:

Please complete
Section 2 of this form
and certify the
enclosed copy of the
above named
applicant’s diptoma by
placing your school
seal on it.

Mail the sealed
diploma copy and an
officiat copy of the
transcripts of the
above named physician
with this form and any
attachments to the

Fumil BOGTS USiEO W

Section 1.

DO NOT MAIL THIS
FORM TO FCYS/FSMB.

If transcripts are not in
English, an original,
certitied, and official
English translation {s
required.

Uniform Application far Physician Stato Liconsure

1114

Section 2: Medical School Verification

yp— R \\,ﬂ?\}i{\lﬁjﬂ HSC

School name if different when the above applicant attended:

Medical schofl ad@resls (incluTlg'cily, slate or province, zip code, and country as applicable):
A0\
LD G =Ry =T Y0

Hours of undergraduate education required for admission intoéour school:

dUavs
5[ U1210

“(indicale N/A if not applicable)

Tolal weeks of education applicant attended ypur school: \

Applicant’s attendance datgs: Fro lo

{indicata'N/A if not applicable)

The questions on the following page apply to unusual circumstances that occurred during any part of the
individual's medical education. Please check the appropriate response(s) and provide dates and requested
information. "Yes" responses to any of these questions require a copy of explanatory records or a writien

explanalion. Attach additional pages as necessary.

Madical School Verification Form

DO NOT SEND THIS FORM TO FCVS/FSMB.
Pana 1 nf?

Ralartn tha lafi sidabar In datermine whets to mail this fnam




.-"'"_ P
Appiicani Name: MLh_kmm&{T . U ———

1.

o

4,

m

Do the official records for this individual refiect (an) interruption(s) or extension(s) in his/her medical education? Yes [ ] No

If yes, please select the reason(s), indicate the dates of the interruption(s) or extension(s), and indicate whether the interruption{s)/
extension(s) wasiwere approved or unapproved.

From Moenth/Year To Month/Year Approved Unapproved

Personal/Family

Academic remediation

Haslih

Financial

Participation in joinl degree program
{e.g., MD/PhD)

Participation in non-research special study

frm fallavakion intaesnstianal nvnnenneat
EOLT, ULV INICITNOTSNG, SRS CNTREC

O aoilaog
O g e L o | |

O
O

Other:

O 0 0aaono

—
- -

Do the official records for this individual reflect that he/she was ever placed on academic or disciplinary probation during his/her
medical education? Yes D N

la)

1w
i
1w

ttach

i vae nlaace gelact the raacon/sl for tha nrohation indicate the datafe) of nlacamant an and remaoyal fram nrohation,

documentation/information of the circumstances and outcome(s).
From Month/Year To Month/Year

[0 Academic probation

[] Probation for unprofessional conduct/behavioral reasons

{_] Probation for ather reason(s) (please specify):

Do the official records for this individual reflect that hefshg was ever disciplined for unprofessional conduct/behaviorat reasons by
the medical school or parent university? Yes[ | No [%

ii yes, please atiach docurmneniationiniormaiion of the circumsiances and ouicome(s).

Do the official records for this individuai reflect that he/she was ever the.subject of negative reports for behavioral reasons or an
investigation by the medical school or parent universily? Yes [ ] No Ii]

If yes, please attach documentation/information of the circumstances and outcome(s).

Do ine ofiiciai records ior inis individuai refieci that ihere were ever any iimiiaiions or speciai requiremenis i sed on ine individuai
because of questions of academic incompetence, disciplinary problems, or any other reason? Yes [] Noﬂ

If yes, please attach documentation/information of the nature of the limitations or special requirements.

| CERTIFY THAT to the best of my knowledge and belief, the foregoing Is a true, accurate, and complete statement of the
record of ine individuai named on inis form.

Signature:

Print name: U }CC&W‘Y)(“’ V\J l \
AFFIX INSTITUTIONAL SEAL HERE e SR Oy
{if 10 $6&i 15 availabis, this o Niust DE Nolanzed.j vaie. A {14 1]

Phone number: .10}& _ﬂlq :’}.*’L_E B}ax imber: ?bLD b '\LD 2 'L‘Sblfl
Email _AMHJM&JM\ML

Uniform Application for Physician State Licansure DO NOT SEND THIS FORM TO FCVS/FSMB. Modical School Venficatan Form
1112014 Rafar it tha [af sidabar tn detaremins whers ta mai! this fnrm Pana 2 nf 2
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Registrar

J

This is to certify that this document is an exact copy of the diploma issued to




NECEIVE

11

Bhavik Kumar

-

Courgse Level: Medicine

SEP 2 8 2015

—

SUBJ: NO. COURSE TITLE

CREDGRD| PR MEBICAL mO>IU.

Current Program

Institution Information continued:
Doctor of Medicine

Program : Medicine Fall 2007 Medicine
College : School of Medicine MSCI 6010 Gen Prin & Integrated N 9.000 PA .000
Campus : El Paso HSC MSCI 6024 Multisystem Disorder An 9.000 PA .000
Major : Medigine MS5CI 6080 Eariy Clinical Experien 9.000 PA . 000
Awarded Degree Doctor of Medicine 22-MAY-2010 AHRS EHRS QHRS QPTS GPA
Primary Degree Current 27.000 27.000 0.000 . 000 .000
Program : Medicine Cumulative 74.000 74,000 0.000 . 000 .000
College : School of Medicine
Campus : El Paso HSC
Major : Medicine Spring 2008 Medicine
MSCI 6030 Systems Disorders I 9.000 FPA L0060
SUBJ NRO. COUREE TITLE CREDGRD PTS R C MSCI 6040 Syst Disord II & Lif 9.000 PA . 000
ELmE AHRS EHRS QHRS QPTS GPA
INSTITUTION CREDIT: Current 1B.000 i8.000 0.000 . 000 .0oo
Cumulative 92.000 92.000 0,000 .000 .000
Fall 2008 Medicine
MSCI 5060 Clinically Oriented Ana 9.000 PA .000
MS5CI 5070 Biology Of Cells And Ti 9.000 PA .000 Fall 2008 Medicine
MSCI 5080 Barly Clinical Experien 9.800 DA .000 MFAM 7094 Family Medicine Jr Clks B.000 PA -000
MPED.--7094 Pediatric Jr Clkship 8.000 PA . 000
AHRS EHRS QHRS QPTS GFA MSCI 7091 Continuity Clini¢ Exper 2.000 PA .000
Current 27.000 27.000 0,000 . 000 . 000 MSUR 7093 General Surgery Jr Clks B.00C PA .000
Cumulative 27.000 27.000 0.000 . D00 . 000
AHRS EHRS QHRS QPTS GBA
Current 26.000 26.000 0.000 .060 .0oo
Spring 2007 Medicine Cumulative 118.000 118.000 0.000 .000 . 000
MCBA 5023 Surgical Anatomy 2,000 PA . 000
MBCI 5030 Structure & Funct Mai O 5.900 PA . 000 kiwkkbdtddhdadatsddre CONTINUED ON PAGE 2  Avwahhhdainihhdbdnds
MSCI 5040 Host Defense 9.u000 Pa . 000
AHRS EHRS QHRS QPTS GPA
Current 2G.000 20.000 0.00D0G .000 .000
Cumilative 47.000 47.000 0.000 .000 .000

sHdsiaviisteceteavss OONTINUED ON NEXT COLUMN %ésewssttsttsninitn

Date Issued: 24 -SEP-2015

This officiafly sealed and signed transcript s printed on SCRIP-SAFE® security
paper with the name of the university printed in white type across the face of the
documenl. A raised seal is not required. When photocopied the word VOID
should appear. Translucent globe icons must be visile when held toward a light
source: A BLACK ON WHITE OR A COLOR COPY IS NOT OFFICIAL.

New Mexico Medical Board

Page:

Tamara Krauser, Registrar

1




Bhavik Kumar .
s

SUBJ MO, COURSE  TITLE CREDGRD PTS R C

Institution Information continued:

%ﬂhﬂm 2009 EQHH—@ (I 22228 Z22 222322 222 21 .H.EWQH@-H. TOTALS *tddhkdrhdhkhkhhdddhhditr
MINT 7093 Internal Medicine JR C1l B.000 PA .000 INSTITUTICN Ehrs: 176.000 QPts: 0.000
MOBG 7093 Om\nm.z JR Clerkship 8.600 HO .000 GPA-Hrs: 0.000 GPA: 0.000
MESY 7094 Psychiatry JR Clerkship 8.000 PA .000
TRANSFER Ehrs: D.000 QPts: &.000
AHRS EHRS QHRS QPTS GPA GPA-Hrs: 0.000 GPA: 0.o00¢
Current 24,0400 24.000 0.000 .000 .Do0n
Cumulative 142,000 142 .000 D.000 .000 . 000 OVERALL Ehrs: 176.000 QPts: ¢.000
GPA-Hrs; 0.000 GPA: 0.000
dhhhkkd bk bk hd ket bkhn g om- gmnmms kb kA bk b Ah b kkdd W
Fall 2009 Medicine-Lubbock
MFAM B0G1 Family Medicine Sr. Rot 4.000 PA . 000
MFAM BO61 Family Medicine Sr. Rot 4.090 HO . 000
MFAM BO6A Family Medicine Precept 4.000 HQO . 000
MINT BO&G MICU/CCU Elective 4.000 HO .000
MREU BO61 Neurology Senior Rotati 4,000 PA . 000
AHRS EHRS QHRS QFTS GPA
Current 20,000 20.0600 0.000 .000 .000
Cumulative 162.000 162.000 0,000 . 000 . 000

Spring 2010 Medicine-Lubbock

MINT 81l6A Geriatrics 2.000 PA .000
MOBG 8061 Ob/Gyn Senior Rotation 2.000 HO .000
MPAT BUOGF Anatomic and Clinical P 2,000 PA .000
MPED BO6&6V Pediatric Subinternship 4.000 PA .000
MSUR 806F Plastic Surgery Elactiv 4.000 HO . 000
AHRS EHRS QHRS QPTS GPA
Current 14,000 14.000 0.000 . 000 . 000
Cumulative 176.000 176.000 G.000 . 0G0 . 000

bk rh bk bk hhw b e nogﬂumu oz g Bg drdrbdddkdd kbbb bk kdkw

Dale Issued: 24 -SEP-2015

Page: 2

This officially sealed and sigined transcript is printed on SCRIP-SAFE® security
paper with the name of the university printed in while type across the face of the
document. A raised seal is not required. When photocopied the word VOID
%cag.qﬁiga%gaﬁg%sgaiﬁgawﬁz
source: A BLACK ON WHITE OR A COLOR COPY |S NOT OEFICIAL.

Tamara Krauser, Registrar
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| UNIFORM APPLICATION

Postgraduate Training Verification (UA Form #3)

WS L L rTUR PRIIIILIAN
STATE LICENSURE Applicant: Complete this form as instructed in the left sidebar.
Program Director or Designated Official: Complete as instructed in the left sidebar.

| o (S | BN YL Tl
LWL WL

Applicant: Section 1: Applicant Information

T imam S em— S - ] NOV ]- 3 2015

LTI NIT R T Last name: kumar Sufﬁx:

needed if you are
using FCVS for
credentials
verification.

Complete Section 1

and fill in your name
at the top ot page <.
Type or print legibly.

Send this form to the
current Program
Director of your
postgraduate training

nmeram

Copy this form for
multiple training
programs.

Use the medical board
directory located ac
http:/ fvnww. fsmb.org/

policy/contacts to
ensure you list the

correct name/address.

NM MEDICAL BOARD

First name: %\/\0\\11\\5

Middle name:

Name if different when diploma awarded: o

Name of postgraduate training program: _ DM\ enkeXn cve.  MedT cal Cerle

Date of birth: ‘ %'f' Social Security number"-

“The social security number is o be used for purposes of identilication only and may not be used for any other reason.

Waivei ioi fgigade OF iidiinmatici. i avibhuize lin pusigiaduaie bainny progran isied abuve v provide
any and all information pertaining to my medical education at that institution to the Board listed below. |
request that the Program Director or a designated official complete Section 2 of this form and send it to the
Board listed below at the given address.

Board name: NU\) A2 ¥y o Aredi ek %w ‘}‘
Mailing address: _20FS  S. Qmonecn OY v &dg. Yoo
City/State/Zip: 5;1 W S o 435ey

Applicant signature: %\_A___ Date: ﬁhffﬁ

Dean or Designated
Official:

Please complete
Section 2. Report
incomplete years
sepas aiely fownn Use
that were completed
successfully. Report
each Internship,
Residency, and
Fellowship separately.

Use one section per
specialty/subspecialty.
Provide a schedule of
ratations if the
specially/ subspecialty
is rotating/
transitional.,

Mabo ronioc and
attach additional
pages if necessary.

Send this form to the
board listad in Section
1 with any added
documentation, if

DO NOT MAIL THIS
FORM TO FCVS/FSMB.

Unifarm Application for Physictan State Licansune

11emd

Section 2: Postgraduate Training Verification

. Montsfiore Madical Canter
Institution name: RPSM Familly Madicing
3544 Jerome Avenus
Institution address: Bronx, New York 10487

Institution city / state or province / zip code:

Affiliated medical school name: Bl &Kg&: I"',] ;ﬂ:\g]d ( ;;_“%; PG ugc!d“dg -

Institution / school name if different when the applicant attended:

[ I'nternship %sidenw ] Feliowship

Poslgraduale year (e.g., 1, 2, 3, efc.): ’

—] -

["]Research  [] Chief Residency Other:
Snocialiy/Suhenaninliyv: \ a L
(
Attendance dates: From __"} l \ ! 2otvo to b '1\30!\ 01110 ﬂ

Successfully completed*? E}é [ 1 No [T In progress with expected completion date of

*In @ach year of Iraining, did the applicant demonsirale sulficient academic and clinical ability lo qualify fol advancement

without condilional or probationany elalue (o tha nax! vagr and naxt nrmareseiva loval of ragnoncibility in 2 dacionalad

specialty program? \( LS
[Jcrrc

[ Rrsc

ClLcGME
[] None of these

] AoA
[] APPAP

ACGME
1 rcPsc

Accredited by:

Pastgraduate Training Vertfication Form

DO NOT SEND THIS FORM TO FCVS/FEMB.
Pana 1 0f 2

Rafer tn thi laft sidehar in daterming whara tn mail this fnm




Appiicani Name: :Q)\Mw'\\’- \(‘u PaoV- N

/
Postgraduate year (e.g., 1,2, 3, etc.): P [Jintemship  EA'Residency [ Fellowship

[JResearch  [] Chief Residency [ other:
_—
Spetiuily/ Subspecidily, Tomn ‘Vlll MQNQ-
Attendance dales: From "‘ I! ol to e ! 30!901 2

Successfully completed*? Yes I:] No EI In progress with expected completion date of

“In each year of iraining, did the applicant demonsirate sufficient academic and clinical ability o qualify for advancement
wiifwui cutiiunel o prpbdiunery siaius o e noxi yoar and nexi pugressive fovei ol responsibily o« uusiyraivy

specialty program? 25

Accredited by: B(cews [ aoa [JLcemE [JRrsc [Jcrrc
[CJrRcPsc ] aPPAP [] None of these

Posigraduate year (e.g., i, 2, 3, eic.); 3 {J imemship L]_fzk/esidency Lj Feiiowsnip

[0 Research  [J chief Residency [ other:

Specialty/Subspecialty: c\:;n\\‘ A Ma.clm'\f{-

Attendance dates: From 7‘ | \"20]1 to (e ! SO!QOI'}

Successfully completled*? mes [:] No D In progress with expected completion date of

*In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationgry status to the next year and next progressive level of rasponsibility in a designalad

specialty program? 25
L e A armnae M ama My mese Mlom~ Mlrrpn
Loredisd by o ADENE Li~CA L LoaME LiReC L oFer
[JrcPsc (] arPpPAP [T1 None of these
Please exptain any t/nusual Circumstances
“Yes™ response on an
fffﬁ:g:f_lj:i‘ﬂ:“ ver 1ake a leave of absence or break from his/her training? [ ves m
above. ] ounsvAemotel AD3E
1820Washthissitiivri ever placed on probation? (T ves [to
3. Was this individual ever discipiined or placed under investigation? [ ves M
4. Were any negative reports for behavioral reasons ever filed by instructors? [ Yes DNQ/
5. Were any limitations or special requirements placed upon this individuat E] Yes E’IG

because of questions of academic incompetence, disciplinary problems,
or any other reason?

i CERTIFY THAT io the besi of my knowiedge and beiief, the foregoing is a irue, accuraie, and compieie siaiemsent of ihe
record of the individua! named on this form.

{ Signature:

Print name:; G, Mb

Title: PMQ*WW\ e
Date: __ L] % [as™

« Phone rumber. ql&'fl?dffﬁl Fax number: _2I&~I73 = S/,
/(?N Emaiitm%jﬁ{@ Mo ond -0 4A

AFFIX INSTITLITIONAL SEAI HERE

(If no seal is available, this form must feie

ELBA IRIS CARPIO (i
Notary Public, State of New York
Qualiified in Bronx Cou
No. 01CAG070198
My Commission Expires Feb, 25, 2018

Uniform Apptication for Physician State Licensure DO NOT SEND THIS FORM TO FCVS/FSMB. Postgraduatae Traning Verication Form
1172014 Refer to the left sidebar to determine where to mail this form Page 2of2
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